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Background:  Platypnea-Orthodeoxia Syndrome is characterized by dyspnea and hypoxemia caused by a change in position from 
recumbent to upright.
case:  An 87-year-old male with history of CAD, Ischemic Cardiomyopathy (LV EF-20%), Lung Carcinoma s/p right upper lobe wedge 
resection was admitted with intracranial hemorrhage after a mechanical fall at home. During his hospitalization, the patient had an 
NSTEMI and was intubated for acute respiratory failure secondary to pulmonary edema. Given the recent intracranial bleed, decision was 
made not to proceed with an urgent Cardiac Catheterization and manage him conservatively. He was treated with intravenous diuretics 
and successfully extubated. During his stay in the CCU, he was noted to be dyspneic and desaturating while sitting upright with relief of 
symptoms and return to normal saturation on lying down.
decision Making:  We had a high clinical suspicion for Platypnea-Orthodeoxia Syndrome. A Contrast CT of the Chest was performed 
which showed no evidence of pulmonary AVMs. An Echocardiogram with bubble study revealed a patent foramen ovale (PFO) and severe 
right to left shunting in upright position as compared to minimal shunting in supine position. Pulmonary artery pressure was not elevated 
to cause such significant right to left shunting and also wouldn’t explain the positional changes. Pneumonectomy has been reported to 
cause anatomic shifting of the heart in upright position resulting in redirection of the shunt flow (right to left) through the PFO. This rare 
combination of partial pneumonectomy and PFO was concluded to be the etiology of Platypnea-Orthodeoxia Syndrome in our patient. He 
underwent successful transcatheter closure of the PFO with an AMPLATZER septal occluder device which resulted in resolution of his 
symptoms. He was subsequently discharged to a rehabilitation facility.
conclusion:  The key to diagnosis of Platypnea-Orthodeoxia Syndrome is a high clinical suspicion in patients with refractory dyspnea and 
hypoxemia induced by upright posture. Treatment should be directed at the underlying source of vascular shunting. In patients with inter-
atrial defect, percutaneous transcatheter closure is recommended.
